Abstract
Introduction
Elbow osteoarthritis, although rare, is a disabling condition because of pain and loss of motion. Osteoarthritis has been traditionally taught to be primary or secondary. Osteoarthritis is said to be primary when no anatomical or pathological etiology can be defined as a cause for it. Primary OA mainly affects weight bearing joints of the lower extremity. The common assertion that the elbow is not a weight-bearing joint should not suggest that the elbow does not bear load. We hereby present a case of bilateral primary elbow osteoarthritis and discuss its clinical and radiological features and various treatment options.
II. Case Report-
A 45 years male patient presented to outpatient department with pain in both elbows since one year. He was a manual laborer working in farms since 20 years. The pain was gradual in onset, progressive, diffuse, dull aching, aggravated by activity and relieved by rest without any diurnal variations. The pain was associated with stiffness of both elbows. There was no history of previous trauma to elbow. There was no significant past medical or surgical history. He was non diabetic. On local examination there was tenderness on deep palpation. Crepitus was felt with movements of elbows. There was restriction of both active and passive movements of both elbows with bony block at the end of movement. The arc of movements was 120 0 with flexion 140 0 and extension 20 0 on both sides. On taking Standard antero-posterior and lateral radiographs of the elbow, it showed evidence of osteoarthritis of both elbows. The radiographs show osteophytes but well-preserved ulnohumeral and radiocapitellar joint spaces, which are characteristic of primary osteoarthritis. It also revealed anterior and medial osteophyte involving the coronoid process and a posteromedial osteophyte on the olecranon process. Corresponding osteophytes on the humeral side were found in the coronoid and olecranon fossae. Considering the clinical and radiological findings a diagnosis of bilateral primary osteoarthritis was made. After discussing the treatment options with patient he opted for non operative management.
III. Discussion-
The elbow is not a weight-bearing joint, and the arthritis is frequently asymptomatic. However the common assertion that the elbow is not a weight-bearing joint should not suggest that the elbow does not bear load. Chadwick and Nicol reported that resultant forces of up to two times body weight could occur across the ulnohumeral joint during motions commonly seen in occupational duties, such as lifting, moving, and placing 2-kg weights 1, 2 . Dynamic loading, as seen during throwing or heavy pounding, produces forces of more than six times the body weight Symptomatic elbow osteoarthritis is characterized by pain and loss of motion. The etiology of osteoarthritis of the elbow has been a subject of great debate. Most early reports described an association between strenuous manual labor (specifically the use of pneumatic tools) and the development of elbow osteoarthritis. Trauma, osteochondritis dissecans, synovial chondromatosis 4 , and valgus extension overload 3 coronoid fracture are few of the causes of secondary osteoarthritis.The valgus extension overload syndrome is a well-known cause of osteoarthritis in overhead throwers 3 . Vocation is important, as patients with primary osteoarthritis are frequently employed in a job that requires strenuous manual labor. The degree of pain and disability varies among patients and is affected by handedness and vocational and recreational demands. The duration of the symptoms, location of the pain, mechanical symptoms, presence of pain at rest or at night, and character and quality of the pain are important aspects of the history. Many patients with osteoarthritis report pain at the end ranges of motion rather than at the mid-range because of osteophyte impingement 5 . Visual inspection shows no deformity with terminal restriction of movements. Palpation in the lateral soft spot, which is located in the center of a triangle on the lateral aspect of the elbow and is bordered by the tip of the olecranon, the lateral epicondyle, and the radial head, may demonstrate tenderness and effusion. Motion is examined in flexion-extension and pronation-supination. Crepitus is often present during motion of arthritic elbows. It is important to note whether pain is present only at the end points of motion or throughout the arc of motion. Osteophyte impingement causes pain at the limits of forced extension or flexion, but large osteochondral lesions cause pain in the mid-range of motion. Loss of motion in all planes is common. A thorough neurovascular examination should be performed during the initial evaluation. Examination of the ulnar nerve is particularly important. Ulnar neuropathy may be present, but, even more importantly, any history or evidence of previous surgical transposition of the nerve influences preoperative surgical planning and the surgical approach 5 . Standard anteroposterior and lateral radiographs of the elbow are usually sufficient for the initial evaluation. Osteoarthritis of the elbow differs from that of other joints in that it is characterized not necessarily by loss of joint space but rather by osteophyte formation and capsular contracture, with or without the presence of loose bodies. Up to 30% of loose bodies are not detected on plain radiographs. Additional imaging studies are not routinely necessary for preoperative planning 6 . Treatment can be either conservative or operative; however conservative treatment is the first line of management. Rest, anti-inflammatory medication, and long-term activity modification are the essential components of the conservative treatment plan. It is important to modify activity, which is thought to be associated with the disease etiology, but this is difficult for most patients with strenuous work demands. The judicious administration of intra-articular steroids and anesthetics can relieve pain and may improve the ability to perform range-of-motion exercises. However, injections are unlikely to provide long-term relief for patients with advanced disease and should be restricted in younger patients with a preserved joint space. A formal supervised program of physical therapy is not routinely required for the non-operative treatment of elbow osteoarthritis 7 . Osteoarthritis of elbow is itself an indication for surgery, especially when conservative management is exhausted. The surgical management can divided into non-prosthetic and prosthetic options.
Nonprosthetic Management
Joint débridement, capsular release, and removal of osteophytes-a procedure termed ulnohumeral arthroplasty is indicated when loss of motion is the predominant clinical finding. Ideal candidates for this procedure are young and active and include those who have mechanical symptoms, pain at the end range of motion, and/or moderate stiffness and who have exhausted nonoperative treatment options 8, 10 . Postoperative ulnar neuropathy can complicate ulnohumeral arthroplasty 10 . The Outerbridge procedure-The Outerbridge procedure, as popularized by Kashiwagi 9 , was designed to remove loose bodies and hypertrophic osteophytes through a posterior approach and a fenestration of the olecranon fossa.
Arthroscopic Osteocapsular Arthroplasty-Arthroscopic ulnohumeral (or osteocapsular) arthroplasty has been introduced as a method to address the various pathologic features in an arthritic elbow while reducing the postoperative morbidity associated with a large incision and exposure of the joint 11 . The arthroscopic procedure similarly involves capsular release, removal of marginal osteophytes, and joint débridement with removal of loose bodies. Arthroscopic osteocapsulararthroplasty has several potential advantages over an open procedure.
Prosthetic management-
Total Elbow Arthroplasty-Total elbow arthroplasty is rarely indicated for the treatment of primary elbow osteoarthritis. Elbow osteoarthritis typically affects younger or middle-aged, active men employed in high-demand jobs. These patients are not candidates for total elbow arthroplasty because of concerns about prosthetic longevity 12 . Currently, total elbow arthroplasty is indicated for patients who are older than sixty-five years of age and have low activity levels and pain throughout the range of motion or substantial deficits of motion and for whom the previously discussed interventions have failed 13 . 
